Introduction
Strongyloides stercoralis hyperinfection syndrome, well recognized since 1966,1 has increased in frequency during the past decade as a result of immunosuppressive therapy used in the treatment of organ transplant recipients, collagen vascular diseases and cancer. We describe herein a patient with angioimmunoblastic lymphadenopathy who developed Strongyloides hyperinfection 3 months following thiabendazole therapy of his intestinal strongyloidiasis.
Case report
Our patient is a 29 year old Bengali male who presented in August 1990 with weight loss, intermittent fever and night sweats of 8 months duration. Physical examination revealed generalized lymphadenopathy, his liver and spleen were not enlarged, and his routine laboratory investigations were non-contributory. He was diagnosed to have angioimmunoblastic lymphadenopathy based on right epitrochlear lymph node biopsy that showed total obliteration of the lymph node architecture with cellular proliferation and abundant arborizing blood vessels, the cellular component consisting of plasma cells, lymphocytes, immunoblasts, eosinophils and macrophages.2
He initially received six courses of doxorubicin, vincristine and prednisone. However, due to tumour progression, chemotherapy was changed to daily 6-mercaptopurine and prednisone in March 1991. This resulted in partial remission and chemotherapy was stopped after 2 months.
He presented 3 weeks later with history of abdominal pain, nausea and vomiting of 2 weeks duration. Physical examination revealed no significant abdominal findings, however, several lymph nodes were noted to have increased in size. Stool examination disclosed the presence of Strongyloides stercoralis larvae and thiabendazole 1.0 g twice daily for 3 days was administered, 6-mercaptopurine and prednisone were resumed and his abdominal symptoms improved. However, he was admitted 3 months later because of severe shortness of breath for 1 day associated with dry cough, fever and abdominal pain. His chest X-ray showed diffuse bilateral reticulonodular pattern. Bronchoscopy revealed widespread bronchial mucosal blood oozing. Larvae of S. stercoralis were demonstrated in the bronchial wash and stool specimens. In addition, bronchial wash cultures gave a profuse growth of Pseudomonas aeruginosa.
The patient was placed on mechanical ventilation, given broad spectrum antibacterial therapy (imipenem/cilastatin) and thiabendazole 1 g (25 mg/kg) twice daily via a nasogastric tube. Tracheal aspirate taken on the seventh day of therapy with thiabendazole showed persistent S. stercoralis larvae, which cleared on repeat examination as the course of thiabendazole was extended to 2 weeks in total. His hospital course was further complicated by Candida tropicalis fungaemia that was treated with a course of amphotericin B and Staphylococcus aureus subclavian catheter sepsis that responded to intravenous vancomycin.
He was discharged with a clear chest X-ray after 6 weeks hospitalization. He was seen in the outpatient clinic one week after discharge, he appeared weak and his inguinal lymph nodes were grossly enlarged indicating reactivation of his original disease. Because of the poor general condition, no further chemotherapy was offered.
Discussion
The association between angioimmunoblastic lymphadenopathy and opportunistic infections related to suppressed T-cell function is well established.3 '4 This is well exemplified in this case as Strongyloides stercoralis is one of the opportunistic pathogens in patients with impaired cellular immunity. In addition, Strongyloides can persist in a dormant state in the host's intestine for several years waiting to flare up when the host's cellular immunity decreases as a result ofimmunosuppressive drugs and/or diseases.' Therefore it is essential for oncologists to be aware of this entity, especially when committing patients coming from endemic areas to systemic chemotherapy. Strongyloides hyperinfection, a potentially fatal disease that carries almost 86% mortality rate6 is preventable provided a high index of suspicion is maintained and patients suspected to have chronic, persisting S. stercoralis infection are thoroughly investigated and treated before undergoing immunosuppressive therapy.
Our patient was treated with a 3 day thiabenazole course, a regimen reported to be effective in eradicating intestinal strongyloidiasis in 90-100% of patients.6 However, he succumbed to the hyperinfection syndrome 3 months later. This supports the recommendation that, because of the difficulty in confirming eradication, a repeat 2-day course of thiabendazole therapy one week after the initial course should be administered.7 Thiabendazole, to date, remains the treatment of choice for all forms of strongyloidiasis.8 Ivermectin has been shown in one study to be equivalent to thiabendazole in the treatment of strongyloidiasis; however, its role needs to be further defined.9 For the hyperinfection syndrome, a 2 week course of thiabendazole with frequent examination ofstool, sputum or duodenal secretions seems adequate. 
